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ABSTRACT OF DISSERTATION 
VOICES OF HOPE: A RANDOMIZED CONTROLLED TRIAL OF A PEER-
DELIVERED TELEPHONE RECOVERY SUPPORT PROGRAM 
Substance use disorder (SUD) is one of the most pervasive public health problems 
in the United States (US Surgeon General, 2016).  Addiction (used synonymously with 
SUDs here) is associated with an abundance of negative outcomes including reduced 
quality of life, increased criminal activity, spread of infectious diseases, child neglect, job 
loss, loss of productivity and much more (US Surgeon General, 2016).  Despite the 
detriment that addiction poses to virtually all facets of society, the addiction treatment 
paradigm in the United States lags significantly behind the research (Kelly & White, 2011; 
Laudet & Humphreys, 2013).  This current system focuses on intensive, rather than 
extensive, care.   
Research shows that full remission from SUDs is not achieved until 3-5 years of 
sustained remission (Dennis et al., 2007; Jin, Rourke, Patterson, Taylor, & Grant, 1998) 
and yet only about 20% of clients will engage in any form of aftercare following treatment 
(Donovan, 1998).  New modalities of recovery support are emerging to meet the evolving 
needs of people with SUDs.  This is a study of the first randomized controlled trial (RCT) 
of a recovery support service called telephone recovery support (TRS).   
Method: Participants (n=100) were recruited from an outpatient addiction treatment 
provider and randomly assigned to treatment and control.  Data were collected at baseline 
and subsequently at 30 days.   
Results: Although the sample size was too small for statistical significance, the 
results indicated important differences between treatment and control group.  By virtue of 
participating in TRS, participants demonstrated less substance use, a greater sense of 
perceived support, and increased recovery capital.   
Discussion: TRS is well-liked and is perceived as beneficial to recovery.  This may 
be a consequence of TRS increasing recovery capital by connecting participants to 
resources.  More research is needed to determine the dosing of these effects.  
KEYWORDS: RECOVERY CAPITAL, PEER WORKER, TELEPHONE RECOVERY 
SUPPORT, RECOVERY SUPPORT, PERCEIVED SUPPORT 
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CHAPTER 1. INTRODUCTION 
1.1 Substance Use Disorder 
 Substance use disorder (SUD) is one of the most pervasive public health 
problems in the United States (US Surgeon General, 2016).  Addiction (used 
synonymously with SUDs here) is associated with an abundance of negative outcomes 
including reduced quality of life, increased criminal activity, spread of infectious 
diseases, child neglect, job loss, loss of productivity and much more (US Surgeon 
General, 2016).  Despite the detriment that addiction poses to virtually all facets of 
society, the addiction treatment paradigm in the United States lags significantly behind 
the research (Kelly & White, 2011; Laudet & Humphreys, 2013). 
Substance use disorder is a chronic brain disorder (Volkow, Koob, & McLellan, 
2016).   By definition, SUDs bear all the characteristics of chronic disorders such as 
having complex causes, many risk factors, functional impairment or disability, and a 
lifelong duration. Similar to hypertension or diabetes, SUDs may involve cycles of 
recurring symptoms and remission before sustained recovery can be achieved (Dennis & 
Scott, 2007).  Additionally, addiction reflects other characteristics of chronic diseases as 
well including: etiology, heritability, pathophysiology, and response to treatment 
(McLellan., Lewis, O'Brien, & Kleber, 2000).  Finally, like other chronic conditions, 
there is no cure for SUD.  By virtue of being chronic disorders, SUDs require ongoing, 
long-term care (M. Dennis & Scott, 2007; M. Dennis, Scott, & Funk, 2003; McLellan. et 
al., 2000). 
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1.2 Statement of the problem 
Simply put, the current treatment paradigm is ill-suited for long-term care.  This 
current system focuses on intensive, rather than extensive, care.  Research shows that full 
remission from SUDs is not achieved until 3-5 years of sustained remission (Dennis et 
al., 2007; Jin, Rourke, Patterson, Taylor, & Grant, 1998) and yet only about 20% of 
clients will engage in any form of aftercare following treatment (Donovan, 1998).  The 
ramifications of mismatching a chronic disease with acute care is that individuals leave 
periods of intensive, acute treatment and return to their communities lacking support and 
lacking disease management.  Consequently, relapse rates remain high.  In fact, research 
shows that about 65% of people with SUDs will return to use within a year and 80% of 
those will relapse in the first 90 days (M. Dennis et al., 2003; Jin, Rourke, Patterson, 
Taylor, & Grant, 1998; McLellan. et al., 2000). 
1.3 Significance of the study 
To address the chronic nature of SUDs, the field of addiction and recovery has 
undergone two paradigmatic shifts (Kelly et al., 2019; White, 2008).  First, SUDs have 
historically been treated using an acute care model that is typified by a period of crisis 
stabilization followed by short term inpatient hospitalization.  However, high relapse 
rates demonstrate the limited efficacy of mismatching the chronic disease of addiction 
with acute care.  In contrast, the new treatment paradigm has shifted toward long-term, 
extensive recovery management. 
Second, SUD treatment has predominantly been delivered by clinicians and other 
credentialed professionals (White & Kurtz, 2008).  However, concomitant to the shift 
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toward recovery management, the treatment locus has also shifted somewhat from 
professionalized settings to more informal, peer-delivered models of ongoing care (White 
& Sanders, 2008;  White, 2010).  Each of these shifts are further detailed in the literature 
review. 
New modalities of recovery support are emerging to meet the evolving needs of 
people with SUDs.  In particular, because of the previously mentioned risk of relapse and 
treatment non-adherence with SUDs (McLellan. et al., 2000), innovative interventions are 
needed that promote both sustained recovery and sustained engagement with various 
forms of recovery support.  This is a study of the first randomized controlled trial (RCT) 
of a new recovery support service called telephone recovery support (TRS).   
1.4 Introduction to the Dissertation 
 The purpose of this exploratory dissertation is to examine the efficacy of a TRS 
intervention as a form of recovery support.  An RCT was implemented to test the 
effectiveness of TRS as an apparatus of support and how its implementation might lead to 
tangible and emotional support that promotes engagement with care and sustained 
recovery. 
 This dissertation is organized into a traditional five-chapter format.  Chapter one 
introduces the study by providing background on substance use disorders as a chronic 
disease and provides context on the current thinking regarding models of addiction and 
recovery.  Chapter two begins with an in-depth discussion of the theoretical framework 
for this study, called recovery capital.  Recovery capital is an important construct to study 
recovery and it is the theme that ties together many of the ideas asserted in this 
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manuscript.  The second chapter is also an extensive review of the growing body of 
literature on peer-delivered recovery support services.  Chapter three addresses the 
methodology and results of this study.  Chapter four provides a thorough and searching 
analysis of the results of this study, its relationship in context to other research on peer-
delivered recovery support services, and its implications for scientists, practitioners, and 
communities.  Chapter five concludes the dissertation.  
1.5 Statement of purpose 
 This study was an exploratory quantitative analysis of a novel intervention aimed 
at providing recovery support.  An RCT was implemented to isolate the effects of using 
TRS to promote engagement with recovery support services and to help sustain long-term 
recovery.  This study attempted to discern what benefit, if any, was being conferred to 
TRS clients and how that benefit may support recovery. 
1.6 Research questions 
 Although TRS is being implemented throughout the United States as a form of 
recovery support, little is known about its effectiveness.  To address this gap in the 
literature, this exploratory study is guided by the fundamental research question, does 
participation in TRS promote sustained recovery?  In exploration of this question, the 
following research questions were tested: 
RC1: Is participation in TRS associated with decreased substance use? 
RC2: Is participation in TRS associated with increased perceived support? 
RC3: Is participation in TRS associated with improved well-being? 
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RC4: Is participation in TRS associated with engagement with other forms of recovery 
support?   
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CHAPTER 2. REVIEW OF THE LITERATURE 
2.1 Substance Use Disorder 
Substance use disorder is a widespread public health problem.  In 2015, nearly 21 
million people met the diagnostic criteria for SUD, but only 2.2 million people received 
any kind of treatment (Center for Behavioral Health Statistics and Quality, 2016).  In 
other words, 90% of individuals diagnosed with SUD will not receive treatment.  
Substance use disorder, and its aforementioned treatment gap, levies a tremendous 
burden on the United States in terms of social, economic, and healthcare costs, including: 
lost productivity, unemployment, criminal justice involvement, abuse, neglect, the spread 
of infectious disease, motor vehicle accidents, foster care involvement and Neonatal 
Abstinence Syndrome (NAS).  In terms of aggregated costs to society, it has been 
estimated that tobacco and alcohol lead the way in associated costs, while illicit drugs 
(e.g. heroin) and prescription drugs (e.g. oxycontin) are responsible for comparatively 
less cost to society (NIDA, 2020).  It is worth noting that these costs are roughly 
equivalent to the costs borne by society from other chronic diseases (e.g. diabetes). 
Despite the fact that the United States leads the globe in terms of healthcare 
spending, it ranks 27th in life expectancy.  In fact, average life expectancy recently 
decreased for the first time in nearly a century in the US, largely due to opioid overdose 
and SUD-related mortality (Case & Deaton, 2015; Kochanek, Arias, & Bastian, 2016).  
In 2017, there were 70,237 confirmed drug overdoses in the United States; shockingly, 
that figure represents more American lives lost to overdose than died in the wars in Iraq, 
Afghanistan, and Vietnam, combined (CDC, 2018).  Put differently, this figure represents 
one person dying of drug overdose every nine minutes, on average (Hedegaard, Warner, 
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& Miniño, 2017).  Though figures of overdose mortality are often cited as barometer for 
the devolving state of the opioid epidemic, but they are certainly not the only useful 
metric. 
Increasingly, babies who were exposed to opioids in the pre- or perinatal 
environment and show symptoms of opioid dependence are being diagnosed with NAS.  
Maternal opioid use has increased steadily since 2004, leading to a five-fold increase in 
babies born with NAS (Kroelinger et al., 2019; Winkelman, Villapiano, Kozhimannil, 
Davis, & Patrick, 2018).  The costs associated with treating NAS are exceedingly 
expensive; in fact, research suggests the proportion of hospital costs associate with NAS 
has risen from 1.6% in 2004 to 6.7% in 2014 with an associated cost increase from $65.4 
million to $462 million (Winkelman, Villapiano, et al., 2018).  Drug and alcohol use by 
pregnant women may also lead to Fetal Alcohol Syndrome, intellectual disabilities, and 
cognitive and social impairment. 
Older children are negatively impacted by SUD as well.  Until 2012, child welfare 
caseloads had been declining for more than a decade.  Beginning in 2012 and primarily as 
the result of the Opioid Epidemic, child welfare caseloads began to rise.  By 2016, the 
number of placements in foster care rose 10% from 397,600 to 437,500 (U.S. Department 
of Health and Human Services, 2018).  The disruption to the lives of older adults forced 
into kinship care, and the disruption to the family life cycle writ large, are difficult to 
capture in numbers.  As the number of foster care placements increased, so too did the 
number of relatives raising children such that, by 2016, a third of children in foster care 
were living with relatives (Lent & Otto, 2018).  In spite of the tremendous burden placed 
on families in kinship care, research shows that children who are placed with relatives 
 
 
8 
fare better than their counterparts in non-kinship foster care on host of social, 
psychological, and behavioral outcomes (Generations United, 2018).  Furthermore, the 
detrimental effects of parental substance use and being removed from the home are 
mitigated by access to family and recovery support services (Waite, Greiner, & Laris, 
2018). 
Despite being a very human problem, SUD levies a great economic toll as well.  It 
has been estimated that the annual economic impact of alcohol and substance misuse is 
$249 billion and $193 billion, respectively (NIDA, 2020).  This places SUD on par with 
other chronic diseases such as diabetes and obesity, which cost the US $174 billion and 
$147 billion, respectively (U.S. Department of Justice National Drug Intelligence Center, 
2011).  Costs associated with lost work productivity and decreased labor participation 
total nearly $50 million (U.S. Department of Justice National Drug Intelligence Center, 
2011). 
Finally, SUD has been criminalized and, as a result, SUD has overwhelmed the 
criminal justice system.  Individuals with SUD are more likely to become justice-
involved and vice versa (Winkelman, Chang, & Binswanger, 2018).  In fact, the punitive 
approach to the War on Drugs has criminalized SUD to the extent that drug offenses have 
increased drastically in the last half century.  In 1970, just 16% of prison populations 
were comprised of individuals with drug offenses.  Today, more than half of individuals 
in prison are incarcerated on drug offenses (Federal Bureau of Prisons, 2020).  To make 
matters worse, more than 50% of drug arrests are for marijuana, typically for simple 
possession (American Civil Liberties Union, 2020).  This is problematic in a time when 
more states are legalizing medicinal and even recreational use of marijuana.  In 
9 
Pennsylvania alone, the increased criminal justice costs associated with the opioid 
epidemic totaled $526 million in just one year (Zajac, Nur, Kreager, & Sterner, 2019).  In 
spite of the immense social and economic consequences of criminalizing addiction, 
research shows that imprisonment does not effectively reduce drug use (Pew Charitable 
Trusts, 2018). 
2.2 Recovery 
As the list of consequences associated with SUD goes on ad nauseum, statistics 
on recovery are frequently overlooked and underreported.  Substance use disorders are 
considered good prognosis disorders because the majority of people with SUDs will 
eventually achieve sustained remission; in fact, a recent metanalysis indicated that 
roughly 25 million Americans have resolved a SUD, slightly more than the 21 million 
currently in active addiction (W. White, 2012).  Despite harmful stereotypes and 
pessimistic views of SUD, the data suggest recovery is not only possible, but probable.  
However, most individuals will require more than one quit attempt and require an 
average of eight to nine years after a person initially seeks help to achieve sustained 
remission (M. Dennis & Scott, 2007; William L. White, Kelly, & Roth, 2012). 
As a concept or condition, “recovery” from SUDs is not well-defined.  According 
to the Substance Abuse and Mental Health Service Administration’s (SAMHSA, 2012) 
working definition, recovery is “A process of change through which individuals improve 
their health and wellness, live a self-directed life, and strive to reach their full potential.”  
Importantly, SAMHSA’s definition of recovery makes no reference to abstinence as a 
goal of recovery.  Instead, improvements in holistic health and wellness is the focal point.  
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Some research on SUD recovery has provided people with SUDs the opportunity to 
define recovery for themselves and it appears as though the recovery community is 
largely split over the role of abstinence in recovery (Elswick, Fallin-Bennett, Ashford, & 
Werner-Wilson, 2018; Kaskutas et al., 2014).  
Even after an individual achieves sustained remission, whether by treatment or 
otherwise, the risk of relapse doesn’t fall below 15% until five years of sustained 
remission (Michael Dennis, Foss, & Scott, 2007).  Risk of relapse falling below 15% is a 
significant threshold to cross because it is the general level of the risk of SUD in the 
general population (W. White, 2012).  When an individual’s risk of relapse falls to the 
risk of SUD in the general population, that individual is considered to be in full clinical 
remission.  Therefore, in clinical settings, five years of sustained recovery is a meaningful 
milestone. 
In order to achieve five years of recovery, individuals require help.  And, 
considering a substantial majority of these individuals will not undergo treatment of any 
kind, psychosocial resources are ever more important.  These important psychosocial 
resources can also be understood in terms of recovery capital. 
2.3 Recovery Capital 
 As a conceptual framework, recovery capital is considered “the emerging 
international construct for the addiction field” (Keane, McAleenan, & Barry, 2014).  It 
refers to “the breadth and depth of internal and external resources that can be drawn upon 
to initiate and sustain recovery from severe alcohol and other drug problems” (White & 
Cloud, 2008, p. 1).  In other words, recovery capital is the multitude of factors (personal, 
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social, and community) that impact recovery from SUD.  More attention will be given to 
the specific components of recovery capital later, but first it is helpful to consider the 
origin story of the recovery capital construct. 
2.3.1 Natural Recovery 
 Recovery capital is conceptually born out of work on “natural recovery.”  
Sometimes referred to as “spontaneous remission” or “unassisted recovery”, natural 
recovery refers to recovery from SUD in which individuals do not seek nor need formal 
treatment (Granfield & Cloud, 1996).  Early work on natural recovery showed how 
heroin users can recover without treatment if they remove themselves from drug using 
environments and build new social networks (Biernacki, 1986).  The health and well-
being of these individuals improves without professional help.  In their seminal work on 
natural recovery “The Elephant No One Sees: Natural Recovery Among Middle Class 
Addicts,” Granfield and Coud (1996) argued that research on SUDs had largely ignored a 
specific subset of people with SUDs due to a methodological quirk.  Because so much of 
the data on SUDs was being collected through treatment providers, individuals who never 
sought treatment were largely ignored in the literature.  This led scientists and providers 
alike to falsely conclude that treatment was necessary and sufficient for long-term 
recovery (Granfield & Cloud, 1996).  The elephant being ignored, of course, was 
individuals who had the wherewithal to recover, unassisted.  Not surprisingly, those with 
the capacity to recover unassisted are predominantly the middle and upper classes. 
 Although revelatory at the time, Granfield and Cloud’s research posited ideas 
about natural recovery that more recent research confirms: The majority of people who 
have successfully resolved an SUD received no formal treatment whatsoever (E. Cohen, 
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Feinn, Arias, & Kranzler, 2007; Grella & Stein, 2013).  This, of course, belies the current 
paradigm which is hyper focused on treatment as the default approach to managing 
SUDs.  And, there are important population differences between those who do and do not 
seek treatment.  Individuals who recover without formal help tend to have less severe 
SUDs, are less likely to have co-occurring mental health problems, have lower stress, 
more support, and better overall health (Grella & Stein, 2013).  In other words, they had 
advantages.  These privileges or advantages play a critical role in determining success or 
failure of recovery (Kaskutas, Bond, & Humphreys, 2002; Moos & Moos, 2007). 
 These advantages can also be called recovery capital (Granfield & cloud, 1999).  
Recovery capital represents the essential components to successful recovery, irrespective 
of whether or not an individual participates in formal treatment.  As a framework, 
recovery capital has been variously divided into anywhere between three and five 
domains (Granfield & cloud, 1999; Neale & Stevenson, 2015; W. White & Cloud, 2008; 
Zschau, Collins, Lee, & Hatch, 2016).  Most often, however, recovery capital is divided 
into three distinct domains: Personal, social, and community recovery capital. 
2.3.2 Personal Recovery Capital: Physical  
Personal recovery capital combines two sub-domains, physical recovery capital and 
human recovery capital.  The former refers to tangible assets that individuals may 
leverage to support their recovery.  In some literature, physical recovery capital has also 
been conceptualized as financial recovery capital due to its focus on tangible assets 
(Neale & Stevenson, 2015).  Financial stability expands opportunities for people in 
recovery.  These individuals are more likely to either have health insurance or the 
financial capital to afford treatment (Andrews et al., 2019).  Health insurance coverage is 
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associated with improved treatment receipt.  Those with Medicaid or private coverage are 
more likely to receive treatment than individuals who are uninsured or underinsured 
(Orgera & Tolbert, 2019).  They may also be more likely to afford a leave of absence 
from work and from their families to focus on their recovery.  In sum, financial instability 
is associated with worse mental health and an increase in risk factors for relapse, such as 
financial stress. (Elswick et al., 2018; Siahpush & Carlin, 2006) .   
Also, because physical capital is fungible, it can be translated into other forms of 
tangible support as well.  For instance, housing is largely dependent upon financial 
stability.  People in recovery from SUDs in poor financial health are limited by housing 
options (Manuel et al., 2017; A. T. McLellan et al., 1998; van Olphen, Eliason, 
Freudenberg, & Barnes, 2009).  Conversely, residential stability is an essential 
component of recovery and is consistently associated with sustained recovery (Jason, 
Olson, Ferrari, & Lo Sasso, 2006; A. T. McLellan et al., 1998).  Similarly, those who 
lack financial resources may also lack access to adequate transportation.  Lack of reliable 
transportation can present a barrier to employment, healthcare, and accessing quality 
treatment and recovery support (Palombi, Hawthorne, Irish, Becher, & Bowen, 2019). 
Lastly, researchers have suggested that health capital be included under physical 
capital (Neale, Nettleton, & Pickering, 2014).  Health capital conceptualizes human 
health as an asset or liability.  Certainly, co-occurring health problems present an added 
barrier for individuals who may already lack access to adequate healthcare.  
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2.3.3 Personal Recovery Capital: Human 
 The second sub-domain of personal recovery capital is most often referred to as 
human recovery capital.  This category includes personal characteristics that may 
facilitate or hinder recovery goals (Cloud & Granfield, 2008; W. White & Cloud, 2008).  
Human recovery capital tends to include individuals level factors that vary from person to 
person, including knowledge, skills, training, etc.  For example, individuals with co-
morbid mental illness face a more complex recovery and generally suffer less favorable 
recovery outcomes (Lai, Cleary, Sitharthan, & Hunt, 2015; Magura, 2008).  Similarly, 
individuals who have job skills or advanced training have a material advantage in terms 
of recovery (Bauld et al., 2013).  Researchers have even suggested that basic life skills 
such as budgeting, cooking, and cleaning be included in human recovery capital (Neale et 
al., 2014).  Attitudes and beliefs can also impact one’s recovery prognosis.  Research 
suggests that pre-treatment self-efficacy for coping and abstinence (i.e. the belief that one 
can indeed cope without the use of drugs or alcohol) is correlated with improved recovery 
outcomes (Dolan, Martin, & Rohsenow, 2008; Moos & Moos, 2007) as well as effective 
stress management (Back et al., 2010).  Other individual mental traits such as hope and 
readiness to change are also human-level factors that facilitate recovery (Bradshaw, 
Shumway, Wang, & Harris, 2014; Bradshaw et al., 2015).   
2.3.4 Social Recovery Capital 
 Moving beyond individual level characteristics that influence recovery and into 
the micro-level, social recovery capital describes resources that are afforded to an 
individual as a result of the “structure and reciprocal functions of social relationships 
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within which they are embedded” (Granfield & Cloud, 1999, p. 180).  Social recovery 
capital describes the quality and quantity of relationships.  For instance, individuals do 
better in recovery when they leave behind social networks of active users and integrate 
into new, sober social networks.  Family and social ties can be leveraged in times of need 
to provide various kinds of tangible and emotional support (Havassy, Hall, & 
Wasserman, 1991; Kaskutas et al., 2002; Mawson, Best, Beckwith, Dingle, & Lubman, 
2015).  Once active users have been removed from ones social network, most other forms 
of social interaction are generally found to have a positive effect on recovery (Krach, 
Paulus, Bodden, & Kircher, 2010).  Participation in recovery support groups and 
engagement with a sponsor or mentor are associated with improved outcomes (Magura, 
Cleland, & Tonigan, 2013; Project Match, 1997; Wendt, Hallgren, Daley, & Donovan, 
2017). 
 Social recovery capital also includes family relationships.  Having a supportive 
partner (Havassy et al., 1991; Lewandowski & Hill, 2009), a supportive family member 
(Bradshaw et al., 2015, 2016), or a supportive parent (Nattala, Leung, Nagarajaiah, & 
Murthy, 2010) may facilitate long-term recovery.  According to some previous research, 
family support has been identified as the instrumental factor in encouraging individuals to 
seek help and initiate recovery (Elswick et al., 2018; R. J. Meyers, Austin, & Smith, 
2006; Robert J. Meyers, Roozen, Smith, & Evans, 2014; Polcin & Weisner, 1999).  In 
contrast, research shows that family conflict and the perception of negative sentiments 
from family members is associated with greater odds of relapse (Atadokht, Hajloo, 
Karimi, & Narimani, 2015; Nakonezny, Denton, Westover, & Adinoff, 2017).  Therefore, 
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each social relationship which an individual in recovery engages in may either facilitate 
or hinder recovery, depending on the nature of the relationship.   
 Lastly, social recovery capital also includes leisure-time activities which can be 
integral to replacing maladaptive behaviors in addiction.  For example, research has 
demonstrated the importance for individuals in recovery to engage in new, pro-social 
activities such as exercise (Morton, O'Reilly, & O'Brien, 2016), reading and writing 
(Bustos, Harvey, & Jason, 2016), as well as religious groups and social clubs (Boeri, 
Gardner, Gerken, Ross, & Wheeler, 2016).  As the title of one such article suggests, 
many people in recovery “don’t know what fun is” upon first emerging from active 
addiction (Boeri et al., 2016, p. 1).  According to the APA, the diagnostic criteria of SUD 
includes when “important social, occupational, or recreational activities are given up or 
reduced because of substance use” (APA, 2013, p. 491).  It stands to reason that the 
opposite phenomenon, the re-discovery of previously enjoyable activities and passions, 
would be a facilitator of recovery. 
2.3.5 Community Recovery Capital 
This final domain is variously referred to as community, cultural, or even collective 
recovery capital.  Community recovery capital comprises attitudes, policies, systems, 
environments, and resources (W. White & Cloud, 2008).  Community recovery capital 
describes meso-level, cultural and contextual factors that may influence recovery.   
First, community recovery capital includes access to a full continuum of care for 
SUDs.  Access to adequate care is necessarily contingent upon time and place.  This 
explains why individuals in rural areas, for instance, experience disparities in terms of 
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access.  Research shows that individuals in rural areas lack access to medication for 
SUDs (Johnson, Mund, & Joudrey, 2018) as well as less access to educated counselors, 
less access to private treatment centers, and less access to a diverse array of specialized 
treatment options (Edmond, Aletraris, & Roman, 2015).  Simply living in a more rural 
area may drastically limit opportunities.   
Just as geographic location can limit access to treatment and recovery resources, so 
too can treatments that are not-culturally sensitive present a barrier to treatment.  People 
who identify as a part of the LGBTQ community may lack access to treatment that 
affirms their sexual orientation (Matthews & Selvidge, 2005) or their gender identity 
(Matsuzaka, 2018; Oberheim, DePue, & Hagedorn, 2017).  Race may present a similar 
barrier as research shows people of color tend to possess less recovery capital, which 
exposes them to a host of negative recovery outcomes including lower likelihood of 
treatment access in the judicial system, lower likelihood of access to medication for 
SUDs, and lower likelihood of treatment completion (Mansion & Chassin, 2016; 
Montgomery, Carroll, & Petry, 2015; Stahler & Mennis, 2018).   
Substance use disorders are among the most highly stigmatized conditions 
(Schomerus et al., 2011).  In fact, SUD is the single most stigmatized health condition in 
the world, followed closely by alcohol use disorder (AUD) in fourth (Shrivastava, 
Johnston, & Bureau, 2012).  Community recovery capital illuminates how community-
level stigma may impact multiple recovery outcomes including access to housing (van 
Olphen et al., 2009), employment (Bauld et al., 2013; Becton, Chen, & Paul, 2017), and 
healthcare (van Boekel, Brouwers, van Weeghel, & Garretsen, 2013).  Stigma also 
prevents individuals and families from seeking help or support (McDonagh, Connolly, & 
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Devaney, 2019).  Vice versa, a more strengths-based assessment of community recovery 
capital would posit that community recovery capital may also be used to combat stigma 
in communities where recovery advocacy is strong. 
At the meta-level, federal, state, and local policies help shape community recovery 
capital as well.  For example, in some states, the legality of syringe access programs may 
be determined at a local or county-level.  This explains why intravenous drug users in 
some counties don’t have ready access to sterile syringes (Beausir, Larkin, Vorbeck, & 
Bryden, 2016; Bixler et al., 2018).  In contrast, health insurance coverage is determined 
at a federal level and the establishment of the Affordable Care Act led to expanded 
coverage and SUD treatment receipt (Andrews et al., 2019).   
2.4 Recovery Community Organizations (RCOs) 
 As interest in the utility of recovery capital continues to expand (Parkin, 2016), so 
too do organizations who focus on building it.  “A recovery community organization is 
an independent, non-profit organization led and governed by representatives of local 
communities of recovery” and its sole mission “is to mobilize resources within and 
outside of the recovery community to increase the prevalence and quality of long-term 
recovery from alcohol and other drug addiction” (Valentine, White, & Taylor, 2007, p. 
1).  In other words, RCOs aim to build recovery capital.  RCOs borrow from the “nothing 
about us without us” grassroots philosophy in attempting to create a self-sustaining 
ecology of people in recovery helping people in recovery.   
 There is a paucity of existing literature on RCOs, despite the fact that there are 
more than 100 established members of the Association of Recovery Community 
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Organizations (ARCO, 2019).  One of the only existing writings on RCOs describes a 
leading RCO called the Connecticut Community for Addiction Recovery (CCAR).  In 
this book chapter, Phil Valentine explains the core elements of an RCO as a “recovery 
oriented sanctuary anchored in the heart of the community” (Valentine, 2011, p. 266).  
RCOs are visible so as to put a face on recovery, attract people in recovery and their 
families to serve as volunteers, maintain a schedule of workshops, meetings, and sober 
social events, and provide peer-based recovery support services.  The foundational 
principles of the RCO model that are borrowed from natural recovery and recovery 
capital include: valuing all paths to recovery, focusing on the potential of recovery rather 
than the pathology of addiction, and allowing individuals to define recovery for 
themselves (Valentine, 2011). 
 It is important to differentiate RCOs from more formal treatment providers.  
RCOs do not provide clinical treatment services nor are clinicians typically employed by 
RCOs.  Instead, RCOs are run by peers who are either paid staff or volunteers.  Because 
RCO’s services are free to anyone in recovery, and because recovery is so liberally 
defined at RCOs, they are uniquely suited to supplement or replace formal treatment as 
an instrument of long-term recovery support.  Furthermore, because RCOs are run by 
peers in long term recovery, they are a logical product of the paradigm shifts toward long 
term models of care and toward de-professionalization. 
2.5 Peer-Based Recovery Support Services (P-BRSSs) 
The primary purpose of an RCO is to build recovery capital in a community and that 
mission is achieved through education, advocacy, research, and the delivery of peer-
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based recovery support services (Valentine, 2011; Valentine, White, & Taylor, 2007).  
These PB-RSSs are delivered by non-professional, non-clinical individuals, many of 
whom are in recovery from SUDs.  In many ways, PB-RSSs delivered in an RCO context 
are the poster child for de-professionalized services and long-term models of care.  
Referred to as recovery coaches, recovery mentors, or peer support specialists, these peer 
workers have lived experience and experiential knowledge that they marshal to help 
people initiate and sustain recovery as well as build recovery capital (Bassuk, Hanson, 
Greene, Richard, & Laudet, 2016; W. L. White, 2010).  These peer workers typically 
have some training, albeit no professional credentials, thereby positioning themselves in 
the space between professional services and mutual aid societies.   
Peer workers may lack credentials, but their work is legitimized via their experiential 
knowledge of addiction and recovery.  “It is not the experience of having been wounded 
or having transcended such wounds that constitutes a credential.  It is the extraction of 
lessons from that experience that can aid others, and a new ethic that transforms that 
learning into service to others...[Credibility] is bestowed only on those who offer 
sustained living proof of their expertise as a recovery guide within the life of the 
community” (White & Sanders, 2008, p. 375).  Peer workers have also been referred to in 
the literature as “wounded healers” (W. L. White, 2010) because it is through their own 
wounds that they might facilitate the healing of another.  Furthermore, working as a peer 
worker may confer recovery benefits not only to the client but also to the peer worker. 
This bi-directional, reciprocal helping relationship has been heretofore unexplored in the 
literature. 
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P-BRSSs can be delivered one-on-one to individuals as in the form of recovery 
coaching or to groups as in the case of recovery housing or collegiate recovery 
communities (Laudet & Humphreys, 2013).  Regardless of the modality, P-BRSSs 
function primarily by engaging patients outside the confines of conventional practice.  
Peer workers promote engagement in a variety of ways throughout the treatment process: 
Initial treatment engagement, pretreatment waiting list engagement, treatment retention, 
aftercare engagement, and engagement with community-based recovery support (Reif et 
al., 2014).  Peer workers are better positioned than treatment professionals to build a 
rapport with clients and to gain trust.  As a result, peer workers can work with individuals 
at any stage of change in a way that clinicians cannot.  For instance, under the current 
treatment paradigm, clinicians are only equipped to work with individuals who are in 
either ‘preparation’ or ‘action’ stages of behavior change (Barber, 1995; Stoddard Dare & 
Derigne, 2010).  “Come back when you’re sick and tired of being sick and tired” is a 
commonly held refrain.  However, because peer workers can operate outside the 
parameters of formal treatment, they can engage with clients who are in a premature 
stage of behavior change or who simply do not desire to stop using.  Where previously 
these individuals would fall through the proverbial cracks in the treatment system, P-
BRSSs provide an avenue for high-touch, low-intensity recovery support.   
The sharp uptake in P-BRSSs suggests that it is seen as something of a panacea for its 
ability to remedy so many of the shortcomings of the existing treatment paradigm: Lack 
of attraction (a small proportion of those needing services actually receive them, lack of 
access (paywall and other professionalized barriers to treatment), poor retention (a 
minority of people who complete treatment will engage in aftercare), lack of linkage to 
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long-term care, and slow reengagement following relapse (W. L. White, 2010).  Because 
P-BRSSs exist in the liminal space between professional and lay-person, peer workers are 
uniquely positioned to facilitate the transition from acute, episodic care to long-term 
models of care (Reif et al., 2014).  In each of their functions, peer workers are able to 
leverage their experiential knowledge to engage individuals along a continuum of care. 
Empirical evidence on P-BRSSs is still emerging.  Eddie et al. (2019) executed the 
most recent systematic review of the literature on P-BRSSs. The authors sorted existing 
research on P-BRSSs based on methodological approach.  They identified seven RCTs, 
four quasi-experimental studies, eight prospective or retrospective studies, and two cross-
sectional designs, all considered a limited sample. Given the variability in methodology, 
the various roles of the peer workers, the various interventions being implemented, the 
various settings in which they were implemented, and the various data points collected, 
few conclusions could be drawn from the research in terms of the efficacy of P-BRSSs 
(Eddie et al., 2019).  This echoes findings from the penultimate systematic review on P-
BRSSs by Bassuk et al. (2016) which also found strong theoretical support but limited 
empirical support.  The authors of that study argued that questions remain regarding the 
intensity of P-BRSSs, the desirable contexts for incorporating P-BRSSs, and the 
necessary skill level for peers (Bassuk et al., 2016).   
2.6 Telephone-Based Addiction Services 
The telephone has long been used as an instrument of P-BRSSs.  In fact, the origin 
story of Alcoholics Anonymous pivots on Bill Wilson’s now famous decision “to pick up 
a telephone rather than a drink” (White & Kurtz, 2008, p. 42).  Since then, the telephone 
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has been creatively implemented into all aspects of addiction care including: Screening 
for SUDs, crisis hotline monitoring, pretreatment waiting list engagement, intermediate 
contact between face-to-face meetings, post-treatment monitoring, and more (Kurtz & 
White, 2007).   
McKay and colleagues (2004) have identified several comparative advantages that 
telephone-based services may hold over traditional treatment approaches including less 
dependence on service providers, less disruption to daily life, increased frequency of 
support, stigma avoidance, access to geographically remote areas, and engagement 
throughout the continuum of care.  For these reasons, McKay and colleagues have noted 
the untapped potential of telephone-based interventions.  Importantly, many of these 
characteristics also make telephone-based services particularly conducive to models of 
long-term recovery support. 
Existing literature on telephone-based addiction interventions to support recovery 
have shown promise.  Research has shown that, compared to standard relapse prevention 
or counseling, telephone-based interventions are at least as effective in terms of long-
term abstinence and results are amplified when telephone-based services are combined 
with counseling (McKay et al., 2004; McKay et al., 2010).  And, given that they cause 
less disruption, incur less cost, and offer more convenience, they are likely more cost-
effective as well (McCollister, Yang, & McKay, 2016). 
However, most of the existing literature on the use of the telephone in addiction and 
recovery has implemented interventions administered by clinicians or treatment 
providers.  For example, McKay et al. (2011) tested an 18-month telephone-based 
continuing care intervention delivered by clinicians that compared a telephone-based 
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counseling intervention (TMC) to treatment as usual (TAU).  The intervention was found 
to be particularly effective for individuals with social support for drinking, low readiness 
to change, and prior treatment attempts (McKay et al., 2011).  A similar study found 
telephone-based continuing care to be an effective supplement to intensive outpatient 
treatment in terms of reducing days drinking, heavy drinking, and overall alcohol use 
(McKay et al., 2010).   
In contrast, research on the use of the telephone as an instrument of peer-delivered 
services has been uncommon.  Whether telephone-based interventions for SUDs are more 
effective when made by peer workers remains an empirical question.  Some researchers 
have suggested that it may not be necessary for telephone interventions to be peer-based 
(Garner, Godley, Passetti, Funk, & White, 2014).  The preponderance of research, 
particularly among qualitative studies, shows that participants prefer peer callers.  
However, precisely how to define a ‘peer’ is less clear.  Participants in one study of peer 
workers helping women with perinatal SUD reported that they felt more connected to 
workers when they could identify with the caller (Fallin-Bennett, Elswick, & Ashford, in 
press).  However, what it is required in order to identify with someone is unclear.  
Participants in one study of a telephone recovery support intervention desired a caller 
who was like them but pointed out that this did not mean the caller needed to be in 
recovery (Elswick & Fallin-Bennett, 2019).  In this study, family members and others 
who had been impacted by addiction were considered by participants to be suitable 
callers.  Without empirical evidence to the contrary, the definition of ‘peer’ must remain 
broad and inclusive. 
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There are two important gaps in the literature regarding P-BRSSs that utilize the 
telephone.  First, few studies have tested the usefulness of telephone-based interventions 
that are peer-delivered as a means of long-term recovery support.  Godley et al. (2010) 
tested a telephone continuing care (TCC) intervention in which paraprofessionals or 
volunteers made weekly telephone support calls to clients leaving an inpatient treatment 
center and compared results to a usual continuing care (UCC) condition.  Despite the fact 
that the TCC sample had more severe SUDs on average, they were more likely to receive 
continuing care sessions relative to the UCC groups, they produced better outcomes at a 3 
month follow up, and the intervention recorded high acceptability as 89% of patients 
participating in the TCC condition liked receiving the calls (Godley, Coleman-Cowger, 
Titus, Funk, & Orndorff, 2010).  The studies that have tested this specific telephone-
based P-BRSS, called telephone recovery support (TRS), were either a qualitative 
feasibility study (Elswick & Fallin-Bennett, 2019) or rudimentary utilization data 
(Valentine, 2011).  No existing research has tested outcomes measures to determine the 
effectiveness of TRS as a means of long-term recovery support.  
Second, engagement is an important construct in the era of long-term, de-
professionalized care.  The theoretical literature indicates that engagement is a primary 
function of P-BRSSs.  Moreover, studies of Alcoholics Anonymous have identified a 
participation effect (Kurtz & White, 2007).  Recovery outcomes are improved by virtue 
of increasing engagement in recovery support services.  However, existing research has 
not tested the capacity of telephone interventions to increase participation in recovery 
support services.  Previous research has focused primarily on substance use outcomes 
rather than measures of engagement (Bernstein et al., 2005; Manning et al., 2012; Rowe 
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et al., 2007; Timko & Debenedetti, 2007).  The present study sought to fill this gap in the 
literature by testing TRS not only for proximal outcomes such as substance use, but also 
for important distal outcomes including support, engagement, and well-being. 
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CHAPTER 3. METHODOLOGY AND RESULTS 
3.1 Community-Academic Partnership 
 Two significant community-academic partnerships made this research possible.  
First, the author of this paper is the co-founder of an RCO in Central Kentucky called 
Voices of Hope.  Voices of Hope has had a TRS program in existence for approximately 
two years (as of this writing) and has served more than 1,000 unique individuals.  This 
TRS program was tested in partnership with an outpatient treatment center in Central 
Kentucky that provides medication for opioid use disorder.   
3.2 Telephone Recovery Support 
 The following is a description of the Voices of Hope TRS standard operating 
procedure.  The protocol for this study varied slightly and deviations from standard 
operating procedure are noted throughout. 
TRS is a telephone-based service in which volunteers, many of whom identify as 
people in recovery, make weekly calls to people in recovery.  Each call begins with the 
question “How is your recovery going today?” followed by the second question, “How 
can I help you with your recovery today?”  The Voices of Hope TRS program recruits 
individuals from detention centers, halfway houses, drug courts, and treatment centers. 
However, participants in this study were recruited exclusively from the aforementioned 
outpatient treatment center.  As a standard part of recruitment, a Voices of Hope 
volunteer who is in recovery shares a brief testimony and talks about the potential value 
of TRS.  Individuals who wish to participate can be enrolled via pen and paper and later 
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entered into the database or may enroll online at the Voices of Hope website.  Voices of 
Hope uses a telemarketing software called CRM to track participants. 
Upon being enrolled, participants begin receiving weekly calls which continue 
until the person fails to answer or return three consecutive calls or requests to discontinue 
the service.  On the enrollment form, participants can indicate the time of day they prefer 
to be called.   
Volunteers who make the calls are people in recovery or people who have been 
impacted by addiction, each of whom identify as peers.  Volunteer recruitment has been 
unnecessary due to overwhelming interest in helping the program.  Volunteers underwent 
a two part training process.  Part one was a Voices of Hope training that oriented 
volunteers to the organization’s core values such as respecting all paths to recovery 
(faith-based, medication assisted treatment, natural recovery, etc.) and that people are in 
recovery when they say they are.  Not only are these consistent with Voices of Hope’s 
values, but they are also in accordance with the values of the RCO model.  Part two 
consisted of an overview of the TRS protocol, role playing a TRS call, shadowing a TRS 
call, and then making calls themselves.  Calls are not recorded for quality assurance or 
implementation fidelity, but a Voices of Hope staff member is physically present and 
provides oversight on the calls. 
3.3 Participants 
After securing approval from the Institutional Review Board at the University of 
Kentucky, study recruitment began at the outpatient clinic.  Participants in this study 
were recruited on-site by the study PI between January and February 2020.  Using an 
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IRB-approved recruiting script, potential participants were invited to participate in the 
study during the normal course of patients’ visits at the outpatient clinic.  Inclusion 
criteria dictated that participants be: (1) at least 18 years old; (2) a patient at the 
outpatient clinic; (3) have an existing telephone contact; and (4) speak English.  
Participants were excluded from the study if they were pregnant or had a series mental 
illness (i.e. schizophrenia, bipolar disorder with active mania or active psychosis, etc.).   
3.3.1 Sample 
 A total of (n=128) individuals were approached on-site for participation in this 
study, some of those approached chose not to participate (n=27), and another individual 
(n=1) was not eligible to participate when she indicated that she was pregnant.  Sample 
characteristics are displayed in Table 1.  The final sample (n=100) was majority female 
(55%), overwhelmingly White (90%), and overwhelmingly heterosexual (93%).  
Participants in this sample had relatively low levels of educational attainment, as a 
majority of the sample had graduated high school (36%) or less (19%).  Participants also 
had extraordinarily high rates of unemployment (47%).  Consequently, nearly half the 
sample (47%) reported a personal annual income of less than $10,000.  The mean age of 
this sample was 38.24 years (SD=9.06). Time in recovery was variable as 39% of the 
sample had less than one year of recovery and 39% of the sample had more than two 
years of recovery. 
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3.4 Continuing Care Treatment Conditions 
3.4.1 Control group 
The control group in this study continued treatment as usual for the first three 
months of the study.  At this outpatient clinic, treatment as usual indicated group therapy, 
individual counseling, peer support, and medication monitoring.  Because research 
suggests TRS may be an effective form of recovery support, we did not want to preclude 
the control group from benefiting from the service.  We felt that withholding the a 
potentially effective intervention would be unethical.  Therefore, following their three-
month data collection interval, the control group then began receiving the TRS 
intervention and continued receiving TRS calls through the six-month duration of the 
study.  However, in the present study, we only report on data collected during the initial 
30-day testing period. 
3.4.2 Treatment group 
 Individuals assigned to the treatment group began receiving the TRS intervention 
immediately upon being enrolled in the study.  In addition to receiving TRS calls, the 
treatment group also continued about treatment as usual at the outpatient clinic, which 
again consisted of group therapy, individual counseling, peer support, and medication 
monitoring.  The treatment group continued receiving TRS calls through the duration of 
the study.  Individuals in both groups were invited to continue participating in TRS after 
the termination of the study. 
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3.5 Measures 
3.5.1 Recovery capital 
 The Assessment of Recovery Capital is a self-report, strength-based measure of a 
person’s resources that can support recovery (Groshkova, Best, & White, 2013).  The 
scale has 50 items with binary response options (agree/disagree).  The 50 items are 
divided into 10 subscales which assess various conceptual domains of recovery capital 
(i.e. substance use, housing, etc.).  The subscales are scored and then added together for a 
total scale score that ranges from 0 to 50 with higher scores indicating greater levels of 
recovery capital. 
The Brief Assessment of Recovery Capital (BARC-10) is a condensed version of 
the Assessment of Recovery Capital (ARC).  The BARC-10 was developed to be a 
measure of recovery capital with greater clinical utility than the ARC because it is less 
cumbersome and easier to administer (Vilsaint et al., 2017).  The BARC-10 is a 10-item 
scale with one item adapted to account for each subscale in the ARC.  The questionnaire 
uses a Likert scale with six response options ranging from strongly disagree to strongly 
agree.  These responses are then totaled together for a total scale score ranging from 10 to 
60 with higher scores indicating greater levels of recovery capital.  The items are typified 
by statements such as “There are more important things to me in life than using 
substances.”  The BARC-10 has high internal consistency (α=.90) and high concurrent 
validity with the original measure (rpb =.90) (Vilsaint et al., 2017). 
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3.5.2 Perceived support 
 The Interpersonal Support Evaluation List (ISEL-12) is a 12-item measure of 
perceived social support.  The ISEL-12 is an abbreviated version of the original 40-item 
ISEL (S. Cohen & Hoberman, 1983).  The questionnaire contains three separate 
subscales that are designed to measure three distinct dimensions of perceived social 
support: (1) appraisal support; (2) belonging support; and (3) tangible support.  Four 
response options are provided ranging from “definitely false” to “definitely true” such 
that the total scale score ranges from 12 to 48 with higher scores indicating greater levels 
of perceived social support.  Items are typified by statements such as “If a family crisis 
arose, it would be difficult to find someone who could give me good advice about how to 
handle it.”  The ISEL-12 has demonstrated high internal consistency (α=.82) and high 
convergent validity with scales measuring related constructs (Merz et al., 2014).   
3.5.3 Substance use 
The shorter version of the Addiction Severity Index (ASI-Lite) was administered 
to measure participants’ substance use (A. McLellan, Luborsky, Woody, & O'Brien, 
1980).  The ASI-lite collects data on past 30-day substance use (in number of days 
using), lifetime use (in number of years using), and route of administration (most 
commonly used).  Furthermore, the ASI-lite tracks the use of more than a dozen different 
substances.  The ASI-lite is an abbreviated version of the original, long-form Addiction 
Severity Index (ASI).  The original ASI demonstrated adequate internal consistency 
(α>.70) as well as strong concurrent validity with external measures (John S. Cacciola, 
Alterman, Habing, & McLellan, 2011).  Furthermore, preliminary evidence supports the 
 
 
33 
general equivalency of the ASI and the ASI-Lite (J. S. Cacciola, Alterman, McLellan, 
Lin, & Lynch, 2007). 
3.5.4 Quality of life 
The World Health Organization Quality of Life brief scale (WHOQOL-BREF) 
was administered to track participants’ overall quality of life.  The WHOQOL-BREF is a 
26-item self-report scale (World Health Organization Division of Mental Health, 1996).  
There are five response options on a Likert scale ranging from “never” to “always.”  
Total scale scores range from 26 to 130 and, once reverse scored, higher values indicate 
greater levels of quality of life.  The items are typified by questions such as “How 
satisfied are you with your health?”  The WHOQOL-BREF has demonstrated adequate 
internal consistency (α >.70) and acceptable correlations with corresponding domain 
scores (r = 0.32-0.73) (Fu et al., 2013).  Moreover, the WHOQOL-BREF has previously 
been adequately tested for use with individuals with SUDs (Kun-Chia, Jung-Der, Hsin-
Pei, Ching-Ming, & Chung-Ying, 2014). 
3.5.5 Recovery engagement 
 A supplemental questionnaire was developed by the PI to capture information 
related to recovery engagement.  The questionnaire poses questions about how often 
participants have been involved with various forms of recovery support over the past 30 
days.  The four-item measure was tested within the original sample (M = 2.49. SD = 
1.14), which demonstrated low to moderate reliability (α=.41).  See Tables 3 and 4 for 
item total statistics and intraclass correlation coefficients for the recovery engagement 
measure. 
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3.6 Procedure 
 Upon being enrolled in the study, participants were immediately consented and 
then randomized using Google’s Random Number Generator function.  Individuals are 
assigned to the treatment condition when the number one is generated and assigned to the 
control condition when the number two is generated.  Participants in both treatment and 
control groups were then instructed to complete a series of questionnaires aimed at 
assessing various indicators of their recovery.  The questionnaires were conducted on a 
university owned iPad and entered into a Qualtrics survey.   
3.7 Baseline and follow-up assessments 
Baseline assessments were administered on the day of enrollment in the study.  
The follow-up assessments were administered at one month, three month, and six months 
from the day of enrollment.  Follow-up assessments were completed via telephone.  
Participants received a $25 check for completing the baseline assessment and a $25 check 
for each additional assessment they completed.  All study interviews were conducted by 
the project PI (Alex Elswick).  The wave two attrition rate was 54% as almost half of the 
sample (n=46) completed surveys at the second wave. 
3.8 Results 
Means, standard deviations, and intercorrelations for study variables in the 
treatment and control conditions are displayed in Tables 5 and 6, respectively. An 
independent samples t test was conducted to evaluate the difference between the 
treatment and control conditions at wave 2 on multiple variables including: past 30-day 
substance use, recovery capital, recovery engagement, as well as for each of the 
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perceived support subscales, appraisal, belonging, and tangible (see Table 7).  Wave two 
past 30-day substance use was slightly higher for the control group (M = 7.00 SD = 
11.68) than the treatment group (M = 5.43 SD = 10.32), but that difference cannot be 
assumed to exist in the population t(43) = -0.48, p = .634, d = .14.    
Where it was possible that attrition could have influenced the results of the study 
(54% dropped out by wave two), a Chi-Squared test was conducted to determine whether 
the proportion of dropout was different between treatment and control groups based on 
treatment condition.  The results indicated no statistical difference between treatment and 
control conditions (see Table 8).  Furthermore, participants who did not complete the 
wave two survey were compared to those who did via an independent samples t-test on 
the following variables: past 30-day substance use, lifetime substance use, recovery 
capital, recovery engagement, as well as for each of the quality of life subscales and the 
total WHOQOL score (see Table 9).  Wave two past 30-day substance use was slightly 
higher for the Continue group (M = 8.02 SD = 4.93) than the Dropout group (M = 7.02 
SD = 5.40) but that difference cannot be assumed to exist in the population t(99) = -0.97, 
p = .337, d = .14. Additionally, recovery capital was higher in the Continue group (M = 
45.02, SD = 6.19) than the Dropout group (M = 43.64, SD = 5.78), but this difference also 
cannot be assumed to exist in the population t(98) = -1.16, p = .251, d = .23.    
Given a lack of significant results from the independent samples t test for the 
treatment and control groups, we next compared bivariate correlations of test variables to 
examine differences between treatment and control conditions. It is worth noting that, 
within an exploratory framework, and particularly among studies that have small sample 
sizes, the American Psychological Association (APA, 2010) suggests researchers to rely 
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on more than just statistical significance to determine practical or theoretical significance.  
Because statistical significance is inextricably linked to sample size, studies with small 
samples require the triangulation of data.  Moreover, it is not uncommon for marginally 
significant results to be discussed, albeit when tempered appropriately, because they may 
still indicate trends in the data.  Finally, in social science research, the conventionally 
accepted threshold for moderate correlations range between .3 and .5, with high 
correlations about .6 (Cohen, 1988).  These statistical conventions were applied to the 
present study. 
Correlations were tested using Pearson’s correlation coefficients.  Results 
indicated no statistically significant association between past 30-day substance use and 
any of the study variables for either the treatment or control condition.  Within the 
treatment group, recovery capital was positively and moderately associated with 
perceived tangible support as well as quality of life.  Conversely, in the control condition, 
no statistically significant relationship was found between recovery capital and perceived 
support; however, (unlike in the treatment condition) a statistically significant 
relationship was found between recovery capital and recovery engagement. 
In addition, participants indicated a high degree of acceptability for TRS (see 
Figure 1).  However, results indicated that only about half of the sample was connected 
with tangible resources. 
 
CHAPTER 4. DISCUSSION 
The purpose of this descriptive study was to explore the relationship among 
recovery capital, recovery engagement, quality of life, and social support as well as how 
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these variables predict sustained recovery.  In particular, we wanted to develop a better 
understanding of how TRS may build recovery capital.  To be clear, this study did not 
resolve the impending research questions; that is, we found no discernable statistical 
effect of TRS on people in recovery.  Due to the attrition and resultant small sample size, 
it would be inappropriate to give weight to the results normally given a randomized 
control trial.  
Nevertheless, if taken from an exploratory study lens, the data do contribute 
meaningfully to the discussion of TRS and the descriptive data do offer emerging support 
to the claims that participation in TRS may decrease substance use by improving quality 
of life, recovery capital, perceived support, and recovery engagement.  Moreover, the 
undertaking of this study, and even its null findings, begin to fill a significant gap in the 
literature regarding TRS.  In this chapter, we unpack the significance of these findings as 
well as what these results suggest for clinicians, treatment professionals, researchers, 
families, and people with substance use disorders.  Similar to an exploratory study and 
for the benefit of the reader, findings have been grouped thematically. 
The sample itself provides a great deal of descriptive information, which offers 
insight into the population of study.  Because the sample size was relatively small at 
wave one (n=100) and definitively small following attrition in wave 2 (n=46), we 
conducted extensive testing of the sample.  These tests were primarily intended to ensure 
that we could maintain as much confidence in the data as possible, especially given that 
the inferential statistics were all non-significant.   
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4.1 Homogeneity of the sample 
Our initial sample (n=100) was overwhelmingly heterosexual (93%) and white 
(90%).  In fact, there was a striking degree of homogeneity in the sample beyond race and 
sexual orientation, including the largely low levels of education and annual income.  In 
quantitative research, a homogenous sample limits the generalizability of the results such 
that they cannot be assumed to exist in the population.  However, homogenous samples 
have the benefit of providing a snapshot in time of a much more narrow and specific 
population of study.  In this case, the data provide a clear description of medication for 
opioid use disorder (MOUD) patients in Central Kentucky. 
The homogeneity of the sample bears problems beyond generalizability.  This 
predominantly heterosexual and white sample may be indicative of social and/or policy-
level racial discrimination.  Previous research has demonstrated that minorities and 
impoverished communities, though disproportionately impacted by SUD, have disparate 
access to treatment and recovery support services.  In one such study researchers 
examined access to MOUD in New York City and found that MOUD was unevenly 
distributed, with substantially more providers in zip codes with the highest percentages of 
wealthy, white residents (Hansen et al., 2013; Hansen, Siegel, Wanderling, & DiRocco, 
2016).  In contrast, zip codes with larger minority populations or more impoverished 
communities lacked access.  The authors of this research argue that innovations in 
addiction treatment technology and biomedicine may exacerbate racial and economic 
disparities.  Because TRS is free and available to anyone with a phone, and in light of 
these concerns regarding accessibility and availability, TRS is even more important to 
study as a innovative modality of recovery support. 
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4.2 Economic/Health disparities 
The demography of our sample accurately reflects numerous health disparities in 
addition to race.  Previous research shows that OUD prevalence is higher among rural, 
white, unemployed/low-income, working-age adults experiencing psychosocial stressors 
(Kaiser Family Foundation, 2019).  Moreover, following the expansion of the Affordable 
Care Act, access to MOUD increased significantly, which led to significant uptake by 
this previously described population (Kaiser Family Foundation, 2019b).  Therefore, it is 
not surprising that the MOUD patients in this study reported high unemployment, low 
annual income, and low recovery capital.   
Taken together, the rate of unemployment (48%) and low income (75% making 
less than $25,000 per year) in this sample suggest this population likely faces economic 
barriers to recovery.  Previous research has identified a bevy of financial barriers 
including insurmountable debt, bad credit, depleted retirement accounts, medical and 
legal expenses, wage garnishment, and difficulty managing money (Elswick et al., 2018; 
True Link, 2018).  Moreover, research suggests a strong and robust relationship between 
unemployment and problematic substance use (Compton, Gfroerer, Conway, & Finger, 
2014).  In fact, not only does unemployment predict problematic alcohol and substance 
use, but it is a statistically significant predictor of relapse as well (Henkel, 2011).  
Considering what is known in the existing literature about the relationship among 
unemployment, low income, and recovery capital, this sample should be considered a 
high-risk sample. 
Given the high risk of relapse that is indicated by these economic disparities, free 
and low-cost SUD interventions are vital for this population.  Since RCOs, PB-RSSs, and 
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even TRS are derived from natural recovery and a recovery management model, they are 
uniquely suited to address the needs of racial, economic, and social minorities.  Previous 
research has shown that telephone interventions may improve engagement and retention 
for hard to reach populations.  In one such study, researchers tested telephone recovery 
management check-ups (Scott, Dennis, Willis, & Nicholson, 2013).  While this telephone 
intervention shares many similarities with TRS, it differed in that these quarterly calls 
were made by a professional trained in motivational interviewing (MI; a technique which 
improves treatment engagement and compliance).  As a P-BRSS, TRS is more 
egalitarian, more person-centered, and borrows more from a “meet them where they are” 
philosophy.  Therefore, it could be argued that, from a theoretical perspective, TRS may 
be more or differently effective from the telephone recovery management checkups.  
Similar to MI, P-BRSSs are structured in such a way that allows for engagement 
with individuals experiencing denial, ambivalence, or low motivation to change.  This is 
because motivational interviewing and P-BRSSs are aimed at fostering matriculation 
through the transtheoretical stages of change (Stotts, DeLaune, Schmitz, & Grabowski, 
2004; Velasquez, von Sternberg, Dodrill, Kan, & Parsons, 2005).  Importantly, Prochaska 
and DiClemente’s initial conceptualization of the transtheoretical model was one of self-
change (Prochaska & DiClemente, 1983).  Because the transtheoretical model is 
predicated on self-change and an internal locus of control, gentler, more person-centered 
approaches are needed.  Thus, MI and P-BRSSs are simple yet elegant solutions to gently 
supporting individuals through the process of change.  In other words, P-BRSSs are 
aimed at “meeting people where they are” but not leaving them there.  For unemployed, 
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low-income, and otherwise high-risk populations, P-BRSSs offer numerous theoretical 
advantages to traditional, professional treatment services.    
A strong, positive relationship has already been established between recovery 
capital and long-term, sustained recovery from SUDs (Laudet & White, 2008).  
Moreover, the nature of the relationship between recovery capital and remission is 
bidirectional (Kelly & Hoeppner, 2015). In other words, while greater recovery capital 
does indeed increase the likelihood of recovery, so too does recovery capital build with 
time in recovery (see Figure 2).  Therefore, the longer an individual sustains recovery, the 
greater their recovery capital, the greater their life satisfaction, and the lower their levels 
of stress (Laudet & White, 2008).  Similarly, we found statistically significant moderate 
and positive correlations among quality of life, perceived tangible support, and recovery 
capital.   
4.3 Attrition 
Attrition presented analytical challenges in this study.  In addition to an already 
relatively small sample size, the 54% attrition rate severely limited statistical power in 
this study. The attrition rate for this study is not dissimilar to attrition rates in other 
addiction research.  A recent meta-analysis of attrition rates in addiction treatment studies 
found a mean attrition rate of 30.4% (Lappan, Brown, & Hendricks, 2020).  However, 
studies of telephonic services have yielded attrition rates more consistent with the 
attrition rate found in this study (John S. Cacciola et al., 2008; Ruetsch, Tkacz, 
McPherson, & Cacciola, 2012).  Additionally, research identifying predictors of dropout 
has shown that continued tobacco use and males with low levels of education are most 
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likely to dropout (Cunradi, Moore, Killoran, & Ames, 2005).  The sample characteristics 
in this study bear numerous similarities to that study in terms of level of education and 
patterns of substance use.  And, since individuals who relapse are overrepresented among 
those who drop-out, (Pettinati et al., 1999) extensive testing of the sample was critically 
necessary to ensure that the results were not compromised.   
A number of recourses could be implemented into future studies of TRS in order 
to improve the attrition rate.  First, the $25 incentives provided in this study may have 
been insufficient to motivate participation.  Also, that checks were mailed to participants, 
as opposed to some alternative, created a chasm between when participants completed 
surveys and when they received their checks.  Reducing the time between survey 
completion and payment may have improved the attrition rate.  Therefore, future 
researchers may consider sending emails with gift cards rather than mailing checks.  
Similarly, while wave 1 participation was conducted in-person via Ipad, wave 2 data 
were collected via telephone.  It may be the case that emailing surveys, as opposed to 
telephone calls, may have improved the response rate as well. 
4.4 Telephone Recovery Support 
In the absence of meaningful inferential statistics, we focused on unpacking 
descriptive statistics, including the acceptability data, to better understand how 
participants experience TRS (see Figure 1).  These data for TRS suggest it has been 
received favorably by participants.  Overwhelmingly, participants liked TRS and found it 
beneficial to their recovery.  Although these perceived benefits to participants were not 
substantiated by comparison of means, they are consistent with preliminary findings 
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(Elswick & Fallin-Bennett, 2019).  To wit, existing research has not previously 
established acceptability of TRS.  Therefore, the finding that participants like TRS and 
perceive benefits represents one of the more meaningful contributions to the literature on 
P-BRSSs. 
The acceptability data also provides insight into resource uptake within this 
population.  Slightly more than half of the treatment group (52.9%) was connected with 
resources by a TRS caller.  This result is not surprising given that resourcing participants 
is not the primary goal of TRS.  As its name implies, support is the focus of TRS and 
connecting with resources is secondary.  However, that over half of the treatment group 
was connected with resources in just a one-month timespan indicates that TRS is an 
effective modality to connect participants with resources.  The high rate of resource 
utilization in a short amount of time suggest a relationship between TRS and recovery 
engagement.  
Inferential statistics failed to substantiate the hypothesized link between TRS and 
recovery engagement.  However, the results of this study indicate a positive statistical 
relationship between recovery capital and recovery engagement for the control group.  In 
contrast, no statistical relationship was found between recovery capital and recovery 
engagement for the treatment group.  Although the explanation for this finding is unclear, 
it is possible that the treatment group has less need for recovery engagement because they 
are already engaged by virtue of participation in TRS.  The acceptability data for resource 
uptake provide evidentiary support for this explanation. 
Individuals who participated in TRS reported lower rates of substance use than 
the control group at wave two, albeit at levels that were not statistically significant.  
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Nevertheless, a lower rate of substance use in the treatment group could be attributable to 
TRS and more research is needed to mete out those differences. 
4.5 Perceived Support 
 The principle aim of TRS is not connecting with resources nor initiating treatment 
but providing support.  Therefore, measures of perceived support were of particular 
importance in this study.  On the whole, the results did not indicate meaningful 
relationships between perceived support and substance use.  However, the correlations 
did present some compelling findings.  A positive statistical relationship was established 
between recovery capital and tangible support for the treatment group.  In contrast, the 
control group did not demonstrate the same relationship.  It could be the case that 
tangible support was meaningfully associated with recovery capital in the treatment 
group because they were in fact receiving support.  This relationship is further evidenced 
by the fact that approximately half of the treatment group were connected with resources.  
This data, combined with the increase in BARC-10 scores from wave one to wave two, 
suggests that TRS may increase recovery capital by providing tangible support.  
Furthermore, research shows that perceived support is associated with reduced substance 
use (Hanif & Riaz, 2019; Lookatch, Wimberly, & McKay, 2019) and stress predicts 
relapse (Jaremko, Sterling, & Van Bockstaele, 2015; Siahpush, Yong, Borland, Reid, & 
Hammond, 2009).  Therefore, if individuals do indeed experience tangible support and a 
subsequent reduction in stress, then TRS is a beneficial form of recovery support.   
 
 
45 
4.6 Limitations 
Limitations in this study have been expressly discussed throughout, but a 
summary is provided here.  First, due to scarcity of funding, only 100 participants could 
be enrolled from the start.  Moreover, the testing period was confined to 30 days.  Given 
the small-to-moderate effect size of telephone interventions that has been found in 
previous literature, it is likely that 30 days was an insufficient times period to register an 
effect (John S. Cacciola et al., 2008; Godley et al., 2010).  In fact, given that the TRS 
protocol involves weekly phone calls, individuals in the treatment group received, at 
most, four phone calls over the thirty-day period.  This, in addition to the 54% attrition in 
wave two, suggests our study was insufficiently powered to discern the small-to-
moderate effect sizes that may have been elicited by TRS.   
Second, the heterogeneity of the sample challenges the external validity of this 
study. Because we conducted extensive testing of the sample and thorough investigation 
of the descriptive data, the heterogeneity of the data is not so problematic.  What is 
concerning is the nature of that heterogeneity.  Given the racial disparities identified in 
previous literature, (Hansen et al., 2013; Hansen et al., 2016) and the fact that the sample 
in this study was overwhelmingly white, racial minorities are ostensibly underrepresented 
in addiction and recovery research.  Findings in this study can only reliably be applied to 
individuals who are white and have low income.   
Third, the sample for this study only included people on MOUD to the exclusion 
of other pathways to recovery. This limits the generalizability of findings to a subset of 
recovering individuals. 
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Fourth, the recovery engagement measure did not perform well.  Though it was 
not intended to be developed as a formal scale, it was used as one of the primary 
indicators of recovery engagement in this study.  The low reliability of that measure was 
limiting in our analysis.   
4.7 Implications for Clinicians 
 The findings in this study present some important but sometimes nuanced 
implications for clinicians and treatment professionals.  Broadscale, the results found in 
this study dovetail with the two previously mentioned paradigmatic shifts in addiction 
treatment and recovery today: de-professionalization of treatment services and a shift 
toward models of long-term care (Kelly & White, 2011).  The de-professionalization of 
treatment services has carved out space for RCOs and P-BRSSs to supplement, and in 
some cases even replace, formal treatment.  Clinical outcomes may be enhanced by 
augmenting the more traditional treatment approaches with recovery support services, 
such as TRS.  Moreover, TRS may also serve as a tool to fill gaps in transitions from 
primary care to aftercare.  Only one in five individuals who complete treatment will 
engage in any form of aftercare, and that is to say nothing of those who don’t complete 
treatment or of the 90% of individuals who won’t receive any treatment at all (M. Dennis 
& Scott, 2007; M. L. Dennis, Scott, & Laudet, 2014; W. G. White, M., 2003).  TRS may 
be used in clinical settings to bridge these gaps in treatment. 
 The de-professionalization of services has also prompted the inclusion of peer 
workers on treatment teams (Blondell, Behrens, Smith, Greene, & Servoss, 2008; Boyd et 
al., 2005; Fallin-Bennett, Elswick, & Ashford, 2020).  These peer workers enhance 
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clinical outcomes by using their lived experience to help patients.  Clinical teams may 
consider sending peer workers to be training in TRS. 
 This study offers an important reminder to clinicians of the mounting barriers 
faced by people in recovery.  Low-income, unemployment, low recovery capital, and 
high rates of incarceration—all characteristics of this sample—are known to be 
associated with increased substance use.  Clinicians are put in the difficult but important 
position of caring for all aspects of an individual’s health, and not only their substance 
use.  The BARC-10, or an improved but also abbreviated version of the Assessment of 
Recovery Capital, is a helpful gauge of recovery capital.  Brief versions of the WHOQOL 
and the ISEL may also have clinical utility as proxies for holistic recovery.  These tools 
can improve clinical practice by providing important information that may have 
previously been overlooked in clinical settings. 
Importantly, the high acceptability of TRS among participants in this study, in 
conjunction with previous research (Ruetsch et al., 2012), suggests TRS is an effective 
approach to keep participants engaged in MOUD treatment.  Since MOUD is considered 
the most efficacious approach to treating OUD, modalities that promote retention in 
MOUD treatment have tremendous utility.  Although this study was unable to provide 
statistical evidence for it, the operative mechanism responsible for increased engagement 
as a result of TRS may be due to an increase in perceived support.  Therefore, clinicians 
should not focus on substance use outcomes to the utter exclusion of how their patients 
feel and the extent to which patients feel supported.  Patients who feel supported 
experience less stress and stay in treatment longer (Jaremko et al., 2015).  TRS may 
augment those outcomes. 
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4.8 Implications for Individuals and Families 
 The present study bears useful implications for individuals and families who have 
been impacted by SUD.  Firstly, the high rates of substance use and of returning to use in 
this sample add to the mounting evidence of addiction as a chronic disease.  This shift in 
how we view addiction has a profound impact on how individuals and families seek, and 
engage with, help.  This new model of addiction implores us to treat addiction as a 
complex biopsychosocial disorder and as a chronic disorder.  In other words, we should 
be treating all of the person, all of the time.  Under this new paradigm, TRS and other P-
BRSSs offers individuals a recovery support tool that is more available, more accessible, 
and more affordable than traditional treatment approaches.  However, it will be important 
for scholars to provide, and for families to consume, evidence of the effectiveness of 
these approaches.  A foundation of evidence for P-BRSSs will encourage families and 
individuals to explore their fit.  Also, since the majority of individual with SUD will 
achieve sustained remission without formal treatment, TRS could also be a convenient 
tool for those seeking natural recovery. 
 Research has already established that individuals who are supported by their 
families have better recovery outcomes (Hanif & Riaz, 2019; Nattala et al., 2010); 
however, families need support too.  Given the continued devolution of the opioid 
epidemic and the concomitant increase in foster care placements, families bear much of 
the residual effects of loving someone with SUD (Generations United, 2018; Waite et al., 
2018).  Furthermore, research shows that families in kinship care, like addicted 
individuals they love, lack capital.  Despite need and eligibility, less than half of 
grandfamilies receive supplemental nutrition assistance (SNAP) and less than a fifth 
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receive childcare assistance (Generations United, 2018).  In an effort to addressing the 
growing needs of families impacted by SUD, Voices of Hope is currently developing a 
family telephone warm line.  Whereas a hotline it staffed 24/7, the family warm line is 
only available during office hours, but it serves a similar function.  Family members can 
call in to ask questions and receive support.  Like their loved ones with SUD, family 
members may be reticent to reach out for help because of stigma, shame, or not knowing 
where to go.  TRS could be adapted to serve family members.  Calls could be made by 
family peers to provide recovery check-ins for family members in the community. 
4.9 Implications for Community-Based Organizations 
 Community-based organizations—including RCOs, community health coalitions, 
and faith-based organizations—play an increasingly important role as addiction services 
are de-professionalized and the focus of SUD management shifts from treatment centers 
and into communities.  As a part of building capacity in preparation for this shift, 
community-based organizations may consider including TRS as a cost-effective recovery 
support service.   
 Consequent to these broader paradigm shifts, harm reduction strategies for SUD 
are gaining favor in the United States.  This is evidenced by the growing number of 
syringe access programs as well as the establishment of the first overdose prevention site 
(i.e. safe injection site) in this country.  Community-based organizations, by virtue of 
being based in communities, are uniquely positioned to engage with harm reduction 
strategies.  Voices of Hope is exploring the utility of TRS with individuals who are 
actively using as a way to engage them in harm reduction.  Moreover, since findings in 
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this study bolster previous claims that perceived support reduces relapse (Atadokht et al., 
2015; Hanif & Riaz, 2019; Lookatch et al., 2019), it is crucial that community-based 
organizations devise ways to engage and support people in active addiction.  Community-
based organizations are positioned to leverage recovery support tools like TRS to 
dissolve the false dichotomy between individuals in addiction and individuals in recovery 
and to bridge the divide by treating all people, at all times, irrespective of their sobriety. 
4.10 Future Research 
 The exploration of TRS presented in this study introduced several valuable future 
research directions.  First, given the lack of racial diversity in this study, future research 
should make a concerted effort to test the efficacy of telephone-based interventions, and 
TRS in specific, with minority populations.  It is one of the National Institute of Drug 
Abuse’s principles of effective treatment, one of the Substance Abuse and Mental Health 
Services Administration’s ten guiding principles of recovery, and a hallmark of the RCO 
model, that treatment approaches should be culturally competent (NIDA, 2018; 
Substance Abuse and Mental Health Services Administration, 2012).  It may be the case 
that TRS will require modification to better fit with minorities in recovery. 
 Second, the sample for this study was recruited from an MOUD provider and 
MOUD is only one pathway to recovery among many (Substance Abuse and Mental 
Health Services Administration, 2012).  However, TRS should also be tested in 
accordance with the vast spectrum of recovery approaches.  It could be the case that TRS 
is a more effective supplement with certain pathways in recovery than others. 
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 Third, TRS should be tested against other forms of telephone-based addiction 
treatment and recovery support.  More specifically, more research is needed to compare 
peer-delivered telephone-based services versus telephone-based services delivered by a 
professional or clinician.  And even within the literature on telephone-based addiction 
services delivered by professionals, the protocols, polices, and procedures are too 
variable to effectively compare across studies.  It could be the case that one approach is 
superior to the other or that each has its place on a robust menu of recovery support 
services.  Furthermore, RCOs across the country should consider consolidating data on 
TRS to compare trainings, protocols, and philosophies, as well as to improve statistical 
power and to provide more robust evidence for TRS. 
 Fourth, more research is needed to improve the BARC-10, the abbreviated 
measure of recovery capital used in this study.  In a preliminary study of TRS, 
participants and peer-workers alike indicated a preference for the shorter versions 
because they are less cumbersome (Elswick & Fallin-Bennett, 2019).  In response, the 
Voices of Hope TRS program opted for the BARC-10 in lieu of the long form, 
Assessment of Recovery Capital.  Certainly, the BARC-10 has tremendous utility in 
clinical and community-based settings.  It shares prima facie construct validity with 
SAMHSA definition of recovery.  And, given its concurrent validity with measures of 
quality of life and perceived support, it has particularly utility in RCO settings where 
holistic recovery is the goal.  However, the BARC-10 can be improved.  First, multiple 
questions are confusingly worded.  For instance, item nine says “I am happy dealing with 
a range of professional people” (Vilsaint et al., 2017).  It is not immediately clear what is 
meant by this question, nor the domain of recovery capital it tests.  Similarly, item seven 
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says, “my living space has helped to drive my recovery journey.”  This question was also 
confounding.  The use of the verb “drive” was confusing to the research team, and by 
extension, the item may also have been confusing for participants.  Additionally, the 
BARC-10 has multiple questions (items 4 and 6) which are double-barreled and 
seemingly ask two different questions.  Lastly, BARC-10 scores from this study and 
previous research yield a strong negatively skewed distribution such that scores are 
artificially high (Fallin-Bennett et al., 2019).  Consequently, there is little dispersion in 
recovery capital scores, which ultimately limits its clinical utility.  
Finally, there is a need for a reliable measure of recovery engagement.  Previous 
literature has established the clinical value of engagement, particularly within a recovery 
management model that favors extensive care over intensive, episodic care (M. Dennis et 
al., 2003; M. L. Dennis et al., 2014).  Despite growing interest in research on recovery 
engagement, there is a lack of uniformity in how engagement is measured.  In the 
absence of a validated scale, research on recovery engagement is difficult to synthesize.  
Indeed, this need for an accurate measure of recovery engagement will likely increase 
overtime as the paradigm continues its glacial shift towards models of de-
professionalized, community-based, long-term recovery support. 
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CHAPTER 5. CONCLUSION 
This dissertation provided a descriptive analysis of a TRS intervention aimed at 
developing a better understanding of how and why TRS may support long term recovery.  
We tested multiple variables—including recovery capital, recovery engagement, 
perceived support, and quality of life—for their relationship with TRS and substance use 
outcomes.  The results of the study were mixed: Although statistical relationships could 
not be established with the dependent variable, the descriptive data offered a compelling 
lens into the intervention and the population of study.  In sum, the results of this study 
suggest that TRS is a viable form of long-term recovery support and is well-liked by 
those who experience it.  These findings are supported by the nascent literature on the use 
of the telephone as a form of recovery support (John S. Cacciola et al., 2008; McKay et 
al., 2011; McKay et al., 2010).   
Though these findings are indeed supported by the emerging literature on 
telephone-based recovery support services, it is important to note that no other research 
has tested the efficacy of this specific modality, TRS.  The existing research on 
telephone-based services has only tested telephone-based interventions using clinicians or 
paraprofessionals (i.e. social work graduate students) to make calls.  The present study 
provides the first ever quantitative analysis of TRS.  This is an important point to 
consider given that hundreds of RCOs across the United States have implemented, or are 
currently implementing, TRS protocols. Consequently, the findings in this study generate 
a contribution to the literature on telephone interventions by building on previous 
research (Elswick & Fallin-Bennett, 2019) and by beginning to fill a gap in our 
understanding of TRS and P-BRSSs. 
 
 
54 
The findings in this study suggest that TRS is an acceptable form of long-term 
recovery support and a potentially effective supplement to MOUD.  More importantly, 
these results contribute to a broader debate involving competing narratives about the 
essential nature of addiction.  Despite the pervasive, stigmatizing focus on relapse 
prevention and pathologizing of SUDs in research and community-based settings, a 
competing narrative is emerging from RCOs which posits that treatment is effective and 
recovery is possible. 
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